In an earlier communication (Challacombe et al., 1972) , the excretion of 5-hydroxyindoleacetic acid (5-HIAA) and creatinine was measured in 24-hour urine collections from children with untreated coeliac disease and from an age-matched control group. The results were expressed as jig 5-HIAA/ mg creatinine. Significantly higher values were found in patients with untreated coeliac disease, when compared with the control group. After withdrawal ofgluten from the diet, 5-HIAA excretion fell in all 8 cases who were followed up.
Urine collection over complete 24-hour periods from infants and young children presents technical problems which would be reduced or eliminated by collection over a shorter time interval. A further study has therefore been made on 5-HIAA excretion in timed 8-hour collection periods in a second group of coeliac patients and age-matched controls. The data from the study are presented in this report.
Materials and methods Patients. Urine collections were made from 18 children with coeliac disease (Table I) Methods. All high serotonin-content foods (Erspamer, 1966 ) and all drugs were excluded from the diet for 24 hours before and during urine collection, which was made between 9.00 a.m. and 5.00 p.m. and passed directly into 10 ml glacial acetic acid. Collections were stored at -20'C until analysed. 5-HIAA was measured by a method based on that of Macfarlane et al. (1956) , with improvements suggested by Mustala, Tuomisto, and Airaksinen (1964) . Creatinine was measured by a standard Technicon AutoAnalyser alkaline picrate procedure (Methodology sheet N-llb) with a urine diluting step incorporated in the manifold.
Results
The 8-hour urinary 5-HIAA excretion values in patients with coeliac disease and the control group are shown in Fig. 1 and Table I . As in the previous study using 24-hour urine collections (Challacombe et al., 1972) , the values of the coeliac 5-HIAA: creatinine ratios in the 8-hour collections were higher than the control results. When considered as a homogeneous group overlap of data occurred, but this was almost entirely due to an agerelated change in the ratio (Fig. 2) . When coeliac results were compared with results from control children of similar age, only one was exceeded by a control value. Mean 5-HIAA: creatinine ratios for the coeliac and control groups were 23 2 and 9 3, respectively. Assessed by Student's 't' test (Table II) , the difference between means for the two groups was highly significant (P <0 001). Mean 8-hour urine volumes and their creatinine content were similar for the two groups. The differences between means were not significant. In both 8-hour and 24-hour collections of urine (Challacombe et al., 1972) , the values of the ratio in both controls and coeliacs were shown to be high in early infancy and fell to lower values at approximately one year. They then appeared to fall more slowly over the remaining age range investigated. The ratios in the 8-hour collections in this control group tended to be lower than those in the 24-hour control collections. Ratios in the 8-hour and 24-hour collections in patients with coeliac disease were, however, equally high. 
Discussion
Estimation of urinary excretion of 5-HIAA, expressed as a 5-HIAA :creatinine ratio, can be used as an aid in the diagnosis of coeliac disease using urine collections made over periods as short as 8 hours. Since the definitive diagnosis of coeliac disease can only be made by peroral small intestinal biopsy, 5-HIAA excretion may be used as a further indication in patients who do not have all the classical symptoms of coeliac disease but in whom the diagnosis is suspected.
Urine collections were made between 9.00 a.m. and 5.00 p.m., that being the period when the collection can be supervised most easily, either in the ward or at home. The period of collection must be consistent from patient to patient to avoid the influence of diurnal variation in 5-HIAA excretion which has been reported (Erspamer, 1966) . The difference between 8-hour and 24-hour 5-HIAA: creatinine ratios seen in the control data may be a consequence of diurnal variation of 5-HIAA excretion. This difference was not seen in the coeliac patients, suggesting that excretion is not only abnormally high, but that the diurnal excretion pattern is disturbed.
Factors that may be responsible for increased excretion of 5-HIAA in the urine in children with untreated coeliac disease have been discussed previously (Challacombe et al., 1972 ). An abnormality of argentaffin cell metabolism was proposed which may be stimulated or shown by the introduction of dietary gluten, producing increased quantities of 5-hydroxytryptamine and its metabolite 5-HIAA. Measurement of 5-HIAA excretion on children who have sibs with this disorder before the introduction of gluten into their diet may throw further light on this hypothesis. 
